
in the profession is to temporize, and under the
soothing narcotic belief and self-commendation
of being conservative and safe, to treat the
patients with palliative measures so long as they
are not in immediate danger or are not actually
suffering. In the presence of danger and of pain
or at the final insistence of the patients them-
selves, they are at length brought to the surgeon
at a time at which their malady has long since
passed the stage at- which surgical intervention
could have saved or greatly benefited or cured
them. Renal tuberculosis is another example of
the eases which surgery cannot be expected to
benefit in any important degree when it is in its
later phases; it can be looked to to cure at least
20% of those who are brought at or near its
inception, and will prolong life and spare suffer-
ing of a still larger proportion under those cir-
cumstances. Moreover, up to the present time it
is the only treatment which can accomplish
anything worth mentioning in the way of cure,
and though its results are not brilliant, we may
say that they are at least twenty times better
than can be hoped for from any other course
known to us.
I have purposely spoken with reference only

to the essential features which concern the ap-
plication of nephrotomy and nephrectomy in
cases of renal tuberculosis, and of the latter
operations, only in so far as its curative power
is concerned, thinking that to enter into any other
parts of this most, interesting subject would lead
me too far afield. Just one other point 1 should
like to touch upon; it is with reference to what
nephrectomy may do to benefit patients in the
cases in which we do not look for cure because
of the fact that both kidneys are already involved.
Nephrectomy is not positively contra-indicated
in all of these, and in some of the eases in which
I have done the operation myself under these
circumstances, and in some in which 1 have had
the opportunity to see something of the results
of the operation when done by others, I have
found great temporary benefits result from it.
The indications for taking out one kidney when

the other is slightly affected are when the seri-
ously damaged kidney is the seat of extensive
suppuration, is causing a great deal of pain and
high temperature and when, for any reason, it is
better to run the greater danger to life from the
performance of a nephrectomy than to have a
fistula to care for after doing a nephrotomy.

_._

A FEW NOTES ON A FEW CASES OF RENAL
TUBERCULOSIS.*

BY PAUL THORNDIKE, M.D., BOSTON.

Youk secretary has asked me to present this
evening a short paper on renal tuberculosis. It
is an important subject, interesting alike to the
physician and to the surgeon; to the former, be-
cause of the difficulties and importance of diagno-
sis in the early stages of the disease, and because
*Read at a meeting of the Surgical Section of the Suffolk District

Medical Society, Dec. 5, 1906.

of the gradually growing realization that some
such early cases may be properly and successfully
treated by non-surgical means; to the latter,
because of the brilliant surgical results to be
obtained in properly selected cases, and because
of the dependence of these results upon such
proper selection.
Up to 1880, although the disease was well-

known, pathologically speaking, it was not in-
eluded in the schedules of those diseases which
are well recognized clinically as subject to ac-
curate diagnosis. Since that date, its clinical
picture, during the various stages of its develop-
ment, has been made more familiar to us, its
frequency of occurrence has been recognized more

completely, and its accurate treatment has been
a gradual evolution of the last ten or a dozen
years.
It would not be possible, nor is it the writer's

intention, this evening, to make a complete résumé
of our present knowledge of this disease, but
rather is it his desire to emphasize a few points
which have arisen in his personal experience with
such cases.
It has come to be known during the last few

years that genito-urinary tuberculosis is a com-
mon disease, and that it occurs in the kidney,
epididymis and in the Fallopian tubes with about-
equal frequency. It starts not uncommonly in
the prostate but, so far as we know, less frequently
there than in the kidney or epididymis. The
disease is not usually primary in the genito-
urinary system, but has a focus in some other
part of the body, from which the infecting mate-
rial is carried to the kidney or other genito-urinary
starting point, in the blood stream; so that no

matter how early in the progress of the renal
or other lesion we arc fortunate enough to make
a diagnosis, we must always remember that we
are not dealing with the only focus of disease
which the body contains. There are, of course,
exceptions to this, as to most other rules. In
the writer's experience, a prostate, which was

removed for other reasons, was found to be tuber-
culous, and upon the patient's death some time
later, from other causes, this tuberculous pros-
tate was found to have been the only tuberculous
focus in the body, and was, therefore, the primary
disease not only for the genito-urinary system
but for the whole body. Renal tuberculosis,
then, is a fairly common disease, and Bevan
states,1 in an admirably practical article recently
published in the Journal of the American Medical
Association, that " in surgical clinics, in which
kidney fixations are limited to suitable cases,
tuberculosis of the kidney usually furnishes the
largest percentage of any single pathologic proc-
ess, being more frequent than stone or tumor."
Of the fifty operative renal cases in the writer's
personal records, seven were tuberculous.
After the renal infection takes place, it has

been found that, for a considerable period of
time, in most cases the process is limited to this
one kidney, and with the cystoscope and other
modern aids it is possible in many cases to make
' .Tenir. Am. Mcd. Asso., Oct. 0, 1900.
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the diagnosis before further extension of the
disease has taken place.
We are dealing, then, with a disease which,

although not usually primary for the whole body
in the kidney, has its most important focus of
infection in that organ, and is limited to that
organ long enough after its inception to make a

diagnosis, with the means at present at our com-
mand, possible during this period. These facts
seem to be proven to the universal satisfaction of
students of this disease, for although autopsy
records show an enormous percentage (certainly
over 50%) of bilateral renal tuberculosis, clinical
records, from modern surgical clinics, have shown
during the last ten years a very small percentage
(none over 15%) of bilateral cases at the time the
diagnosis was made.
From these facts, then, we should infer that

with a diagnosis made while the disease is still
unilateral, brilliantly successful results should
follow removal of the infected kidney, and such
has already proved to be the case.
Primary nephrectomy in proper hands for this

disease seldom proves fatal, and the after-result
at this stage of the development of the disease
is all that may be desired. What cases should
be so treated? In reading reports of sonic cases
where a diagnosis has been made very early in
the progress of the disease, made perhaps by the
lucky finding of the few bacilli in the urine from
one kidney or the other, in a patient where the
symptoms of irritation, etc., were all referred to
the bladder and where there was nothing to sug-
gest renal involvement until the ureters were
catheterized, it is perhaps fair to speculate as
to whether the brilliant cures which followed
nephrectomy might not be equally brilliant fol-
lowing a proper hygienic and climatic treatment
in similar cases. In this connection, the writer
has been interested to note a statement of Dr.
Edgar Garceau's in a paper recently published,2
which is as follows: " Incipient tuberculosis of
the kidney is liest treated by a change of climate,
but, unfortunately, incipient renal tuberculosis is
rarely diagnosed, and it is only when the disease
is well along and has invaded the rest of the
urinary tract that the diagnosis is usually made.
If it has not gotten too much of a start, and
this may be fairly accurately determined by the
amount of pus in the ureteral urine, it is worth
while to try the effect of climate." Now it may
be true that such early diagnoses are seldom
made, but it is getting less true all the time, and
it is up to the surgeon to have an opinion on this
question and to decide what is to be done with
these patients when such an early diagnosis is
possible.
Every year the profession proves itself wider

awake to the frequent occurrence of this disease,
and every year more and more early and accurate
diagnoses are made. In the last few weeks, the
writer has seen in consultation three cases,—
¡ill referred to him as possible cases of renal
tuberculosis by physicians in general practice.
The fact that only one of the three cases proved

2 Jour. Am. Mcd. Adso., Nov. 3, 1900.
J

to be of tuberculous origin does not alter the fact
of the physician's recognition of the possibilities,
nor does it undervalue his promptness of action.
Of seven personal cases of the writer's, four were
operated for the removal of the kidney; all of
these recovered and did well. Of the three other
cases, one was never operated because of her own
refusal, and the other two were deliberately
treated by change of climate and hygiene after an
early diagnosis was made. One of these patients
is a young girl who (two years after the diag-
nosis was made) is now in good health. Her
physician writes that, although the urine still
shows the same evidence of disease as formerly,
he cannot see that she has progressed beyond the
point reached two years ago. The other is a
clergyman who writes from the mountains of
California that he has forgotten he ever had
anything the matter with him, and that he is
told his urine no longer shows the bacilli of tuber-
culosis. In one of these cases, operation had
been vigorously insisted upon by other advisers.
The point is this: while it is true that nephrec-

tomy results are brilliant- and that the bulk of
the patients presented to us come at a stage of
the disease where few surgeons would hesitate
to operate, the incipient case, with little or no

pus in the urine, is becoming more and more

quickly suspected by the physician and, therefore,
more frequently recognized by the surgeon. In
such cases, frequent or infrequent though they
be in the experience of any one of us, hygiene and
climate should have a chance before the surgeon
removes so important an organ.
Now to consider the later eases. Nephrectomy

is always the operation of choice. For years
many pus kidneys have been approached through
the loin and drained. Many of these have,
doubt-less, been tuberculous -kidneys. All sur-
geons are familiar with the stubborn persistence
of these loin sinuses resulting from nephrotomy for
pus kidney, from stone or some other cause. All
surgeons dread the care of them just as they
dread the care of the empyema sinus, and patients
may well dread the possession of them. The
writer never does a nephrotomy for pus kidney
without wishing that nephrectomy were the
possibility instead, and as the years go by anil
the number of his secondary nephrectomies ac-
cumulates, he is more and more prone to make
the nephrectomy a primary procedure. In
these tuberculous cases he believes that nephrot-
omy is never indicated, except for the relief of
pain and the evacuation of pus in far advanced
cases which cannot be subjected to the more
radical operation. He also believes that nephrec-
tomy should be done in all cases where the
patient is strong enough to bear the operation,
even when portions of diseased tissue are left
behind. We all realize that even in compara-
tively early operations, where the local focus is
removed with apparent completeness, we are still
leaving behind another (the primary) focus else-
where in the body. We all realize when we cut
open and clean up a tuberculous joint that we
are not removing all of the disease, and yet we
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often get a good stiff joint and a complete healing,
it has been the writer's experience to remove
tuberculous testes, knowing that ho was leaving
behind infected vasa and often infected prostates,
¡vnd then to see the remnants of the disease die
out, leaving the patients apparently free from
further trouble. It has been his experience to
see tuberculous ulcers in the bladder heal them-
selves after the infecting kidney was removed,
and to see, in one case at least, the remains of an
infected ureter stump shrivel down and heal itself
after a nephrectomy which removed so much of
the diseased tissues as the patient's condition
would stand. Therefore he believes that, while
every emphasis should be placed upon the neces-

sity for completeness and thoroughness of the
operative technique, the removal of ureter as

well as the kidney, whenever possible, and the
absolute necessity for leaving behind no part of
the disease which is safely removable, the
surgeon should not be discouraged, nor should he
hesitate to operate, because he knows or perhaps
learns, after his incision of approach is made,
that the disease has passed the point which limits
its complete removal.
Now let us consider for a moment the question

of the other kidney. It has already been stated
that autopsy statistics show in a large percentage
(over 50%) of renal cases, both organs involved,
while clinical statistics in these later years show
the diagnosis made at the time when only one

kidney was involved, less than 15% of the pa-
tients presenting themselves having the infection
in both organs.
Bevan, in his recent article already mentioned,

notes figures as follows: 12,732 autopsies at
Kiel showed that of the cases of renal tuberculosis
62.3% were bilateral and 37.6% unilateral; or,
roughly speaking, two out of three cases had in-
volvement of both kidneys.
On the other hand, the clinical statistics show

as follows:
Kroenlein showed 92% with only one kidney

involved; 8% where both organs were involved;
Israel showed only 8.3% bilateral involvement;
Facklam showed only 9% bilateral involvement;
Kümmel showed only 12% bilateral involvement.
In these bilateral cases, however large or small

their number, the question at once arises, Shall
we remove a badly diseased kidney in the face of
the knowledge that the other kidney is beginning
to be involved? It is, of course, unwise to make
sweeping generalizations concerning questions
not subject to proof, but one may always be
permitted an opinion. The writer's opinion is
that any large tuberculous focus which is so

readily removed as is a kidney should be at once
so removed in every instance where the patient's
condition will stand the removal, and where it
has been possible to get a fairly accurate knowl-
edge of the ^working capacity * of the other
organ. With a full recognition of the many
difficulties attending the use of ureter catheteriza-
tion, especially in the male, with a realization of
the many limitations and sources of inaccuracy
attending the employment of cryoscopy, the

phloridzin and other similar tests in ascertain-
ing the relative work-capacity of the two organs,
the writer believes that in most cases it is possible
to find out not only which kidney is the chief
offender, for usually by the time the second
kidney is involved at all the first is very evi-
dently so involved, but whether the other kidney
is capable of doing the work of both with a fair
degree of success; and he earnestly believes that
the simple fact of the known involvement of the
second kidney does not always remove the
necessity for and the propriety of a nephrectomy
upon the organ chiefly involved. He is strength-
ened in this belief not only by the fact that
many such nephrectomies have been done in the
past, often without the knowledge of the opera-
tors, but also that his own experience is con-
stantly showing him,with more and more clearness
and insistence, the fact that the removal of a

large part of the tuberculous infection is often the
turning point in the progress of the disease and
enables the patient to handle the remaining por-
tion in a way that would have been otherwise
quite impossible.
To sum up, then, the writer believes that in the

comparatively small but constantly increasing
number of patients where the diagnosis can be
made before much destruction of kidney tissue or
involvement of other organs has taken place,
hygiene and climate should have a chance before
the kidney is removed. He believes that this
treatment will often do away with the necessity
for an operation. For the more numerous later
cases nephrectomy is always the operation of
choice, and should be done in every instance, if
the patient can stand it and if he has another
kidney capable of doing a fair amount of work,
whether the disease has passed beyond the limits
of the organ to be removed or not, and whether
the other lddney be involved or not.

EXPERIMENTAL STUDIES IN ARTERIO-
SCLEROSIS.*

BY OSKAR KLOTZ, M.D.,
Resident Pathologist, Royal Victoria Hospital, and Lecturer in Path-

ology, McGill University, Montreal, Canada.

Oun conception of the pathology of arterio-
sclerosis has recently been so altered, that much
confusion exists at the present date, as to what
form or forms of arterial disease should be con-
sidered under this term. There were and are still
many who would limit the term to a single kind
of lesion, while others again are more liberal, and
use this appellation to include the great mass of
arterial diseases which eventually lead to a

thickening of the vessel walls. The author of
the term leaned towards using the word " arterio-
sclerosis " for all conditions of hardening of the
arteries, and with this meaning the old anatomists
expressed themselves, reserving, however, the
term " atheroma " for another distinct lesion.
However, Virchow's description of endarteritis
chronica deformans, as the commonest type of
*Read before the Medical Association of the Greater City of New

York, Jan. 21, 1907.
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